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ABSTRACT
 
This exploratory study attempted to identify the
 
extent to which San Bernardino County employees understood
 
the limitations and provisions of their managed health care
 
plans. A standardized, closed-ended questionnaire was
 
administered to fifty-two County employees. The
 
questionnaire consisted of eight author-developed questions
 
along with demographic information on the participants'
 
gender, marital status, number of children. County
 
classification unit, region where they lived, and the name
 
of their insurance plan. Responses to the insurance
 
questions were then quantified and tested for significance
 
against the demographic independent variables. Results of
 
the study indicated that more than half of the respondents
 
were not knowledgeable about the limitations or provisions
 
of their insurance for themselves or family members.
 
This information is valuable to the County, as it
 
supports the need to provide more information to County
 
employees about their health care plans. Furthermore,
 
County employees' expanded knowledge may be beneficial when
 
working with target populations and addressing health care
 
services.
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INTRODUCTION
 
Problem Statement
 
Unlike most ind.ustrial Gountries, the United States has
 
never had a qomprehensive national public plan for the
 
provision of and payment for health care. While
 
governmental public programs affect the provision of health
 
care at all levels, these programs are not designed to meet
 
the health care needs of all Americans; thus, we have had an
 
emergence of multitudes of different types of health care,
 
organization providers (Davis, 1975; Kronenfeld, 1993).
 
Managed health care has become the catchall term
 
applied to a variety of reimbursement and service
 
arrangements (Owens, 1996). Managed health care integrates
 
both the financing and delivery of care. A managed health
 
care system seeks to control the cost of health care by
 
using a group'of providers who have agreed to a
 
predetermined payment, with clinical interyentions managed
 
by case management and/or utilization processes (Cafferky,
 
1995; Owens, 199,6).
 
This system is quite different from the traditional
 
fee-for-service reimbursement system because of the emphasis
 
on cost containment of reimbursement for health care and the
 
delivery of services. The managed health care organization
 
is now the manager of the health care dollars. These changes
 
and restrictions are mandating that consumers, purchasers,
 
and providers make a paradigm shift. Currently health
 
maintenance organization enroriment is only at about 19
 
percent of all insured people. By the year 2000, it is
 
likely to be 40 percent higher (Cafferky, 1995; Owens,
 
■1996) . . ■ ' • , . 
There is an array of managed health care plans from 
which consumers can choose. Usually, once a year a company's 
benefit department sends its employees a memo stating " it's 
open enrollment time." The employees receive a large stack 
of papers they flip through, never really understanding what 
is stated, then a choice is made and that's the end of it 
until . . . something happens and services are needed. Does 
this sound familiar? Perhaps this happens more often than 
not. The researcher wonders why consumers give so little 
thought to their health insurance coverage, but would they 
purchase an automobile without determining its quality 
features? Probably/not. 
Most consumers today have been exposed tp managed 
health care, yet may nOt understand what is being managed or 
what it means. Previously, consumers relied on their 
employers to provide appropriate health care coverage. Thus, 
they did not have to be concerned with limitations or 
uncovered services. Today, however, consumers are learning 
new ways to relate to hospitals and their physicians. Being 
the most important stakeholders in care, consumers must 
become involved in their^/;medical decision makdng, and 
understand exactly what is managed health care, what type of 
managed health care they have, and what understanding and/or
 
knowledge they have of the services that are provided or
 
limited under their particular plan.
 
Problem Focus
 
Since the topic of managed health care is such a multi­
faceted issue, this study focused on how knowledgeable San
 
Bernardino County employees were about their health care
 
plans. The study took a traditional approach to research and
 
used the positivist paradigm due to its objective nature.
 
This approach to research used questions and hypothesis in
 
advance and subjected them to empirical tests. It was
 
selected to insure that the researcher's own values and
 
biases did not vitiate or convolute the findings.
 
While quantitative data was helpful in defining the
 
types of managed health care organizations, it was believed
 
that this data would also be helpful in determining that
 
there may be knowledge about managed health care
 
organizations that County employees will never fully
 
understand. This lack of understanding may be due to the
 
evolution of managed health care organizations and their
 
complexity and variety of health care services offered.
 
Further, the provisions and limitations may not have been
 
presented fully to San Bernardino County employees.
 
The purpose of this study was not to portray the San
 
Bernardino County managed health care plans or any other
 
plans as lacking positive attributes, but to reveal data
 
that has currently been unreported. The literature review
 
described several managed health care models, but there have
 
been no explicit studies found that examine consumers'
 
knowledge and understanding of the parameters of their
 
managed health care plans.
 
It is important that San Bernardino County employees
 
understand their managed health care plans and the role they
 
may play in serving children, adults, and families who may
 
have limitations on the number or type of services available
 
through their health care plans. In the direct practice
 
arena, seeing clients with limited managed health care
 
benefit packages are issues social workers face constantly.
 
Limitations that managed health care organizations may place
 
on services affect our whole population. Also, social work
 
is moving toward involvement in activating communities to
 
meet the needs of their members and social workers are
 
working in interdisciplinary team member roles providing
 
biopsychosocial screening in managed health care
 
organizations (Resnick & Tighe, 1997).
 
Futhermore, there are ongoing changes in managed health
 
care plans and it is imperative that San Bernardino County
 
employees as well as other consumers understand the impact
 
their managed health care plans have on their health care
 
services. As a result, the research question was: how
 
knowledgeable were County employees about the limitations
 
and/or provisions of their managed health care plans?
 
 ' literature REVIEW^
 
Historical Evolution of Managed Health Care■ 
The necessity for managed health care emerged over a 
hundred years ago when companies began contracting with 
prepaid medical groups to provide health care for workers 
who had no other source other than self care. In exchange 
for a monthly fee, a medical group agreed to provide medical 
care to a defined population of workers (Cafferky, 1995) . 
The term prepaid describes a fixed periodic payment that is 
made to a provider in advance of services delivered. The 
first prepaid group practice arrangement was made to service 
the lumber industry in 1906, in Tacoma, Washington with a 
group called the Western Clinic (Owens, 1996) . In 1929, two 
physicians organized a prepaid health care plan to more then 
One employer calling this the Ross-Loos Health Plan of 
California (currently Cigna Health Plan) . In 1946, Kaiser 
Health Plan was formed and in the early 1960's Health 
Insurance Plan was formed to provide health care to New York 
City employees (Cafferky, 1995; Owens, 1996) . 
From the 1940's through the 1960's, medical groups 
demonstrated that they could not only provide adequate 
health care but that they could manage it as well. Thus the 
term " managed health Care" emerged. In 1966, Medicare and 
Medicaid laws were passed, providing health care to the 
elderly and poor (Cafferky, 1995; Davis, 1975) . 
  
 
 
 
 
 
Managed health care is a prepaid group practice
 
arrangement that maintains cost-containment and/or manages
 
health care arrangements. Managed health care is a label
 
that describes a variety of prganizational systems and
 
reimbursement arrangements. It encompasses ah imbrella
 
structure that manages a comprehensive set of operations
 
that assume (1) preauthorization functions, and (2) all or
 
partial legal, organizational, and financial risks
 
(Cafferky, 1995; Owens, 1996). The purpose of managed health
 
care is to achieve the following:
 
•	Restrict fee for services,
 
;• 	Enter into binding contracts, and
 
; M^ consumer and provider behaviors in
 
> the utilization of health care services ,(Owens,
 
1996).■ ■' 
Further, the overall goal of a managed health care umbrella 
structure is to manage, on a daily basis, the following six 
areas " ■ V' ; 
• 	Member choice of provider, 
•	 Benefit packages, 
•	 Network selection of providers, 
•	 Institutional reimbursement, 
•	 Physician reimbursement, and 
•	 Financial and quality controls (Cafferky, 1995; 
Owens, 1996) . ' 
Gongress passed the Health Maintenance Organization Act
 
of 1973:, which mandated that employers who offered health
 
coverage to employees must allow them the option to choose
 
either one form of traditional insurance or one federally
 
funded Health Maintenance Orgahization (HMO) type of
 
coverage. By mid 1980s, federal and state legislators
 
increased emphasis on the financial strength of keeping
 
employees healthy and reducing costs that HMOs provided.
 
During this time Medicare and Medicaid administrators began
 
applying the HMO managed care principles to their
 
beneficiaries (Cafferky, 1995; Owens, 1996). HMOs became
 
more prominent and started developing components that
 
improved the management of managed care. Some of those
 
components included case management, utilization review,
 
patient education, contracting with physician groups and
 
hospitals, and the utilization of other Sources for the\
 
delivery of services, such as home care, skilled hursihg
 
facilities and surgery centers (Cafferky, 1995).
 
In the early 1990s, leaders of the managed care
 
organizations devised a plan for long-term success:
 
initiating contractual associations with the physicians,
 
hospitals, and health care plans (HMOs). All three of these
 
organizations agreed that to reduce operating costs and
 
increase patient satisfaction they needed to integrate their
 
business objectives with one another (Cafferky, 1995).
 
  
 
 
Current Literature on Managed Health Care Plans
 
! A review of the literature reveals that a continuous
 
lincrease in managed health care plans is being chosen by
 
i , ' ' •
 
consumers as their health care reimbursement option .(Labor
 
jDepartment Statistics, 1997; Health Care Financial
 
lAssociation, 1997; Managed Care Trade Associations, 1997).
 
This would lead one to believe that the attitude of
 
[consumers about managed health care plans is positive.
 
[However, no definitive studies have been conducted examining
 
1 ■
 
I
 
[consumers' attitudes about their understanding of their
 
.1 ■ . ■ 
!
 
[managed health care plans. While different service providers
 
i . . . , ■ 
ihave conducted a number of patient satisfaction surveys, the 
[research has focused solely on client satisfaction relative 
to service utilization (Eisenberg, 1998; Nieds, 1996; 
Pisanq, 1998). 
As of April 16, 1998, Governor Pete Wilson signed into 
law a bill that mandates a uniform matrix disclosure of 
health-plan benefits and exclusions in the managed health 
care industry. The date for implementation was July 1, 1999 
(AB 607, 1998). This bill ensures that consumers can easily 
understand what is and what is not covered in their'health 
care plans. AB 607 was partially sponsored by Citizens for 
the " Right to Know" coalition in an effort to make health 
plan information less complicated and more accessible to
 
consumers (Business Wire, 1998). This was a step in the
 
  
 
 
 
 
right direction, although additional public awareness is
 
needed. '
 
According to Cafferky (1995), the growing strength of
 
managed health care organizations affects every element of
 
our nation's health care delivery:
 
• Traditional insurance companies not involved in managed
 
care are losing their enrollees,
 
• Physicians can't afford not to participate in managed
 
health care programs,
 
• Hospitals are seeing fewer patients, therefore, the
 
cost is rising as the reimbursement rate is going down,
 
• Employers are enrolling employees in managed care
 
organizatioiis to reduce health care costs and enhance
 
benefit packages,
 
• Medicare and Medicaid beneficiaries are being
 
encouraged to join HMOs by the government, and
 
• Patients have to become more involved in medical
 
decisions with :their physicians and hospitals so they
 
can receive the proper care they need.
 
Further, the three basic elements of concern about health
 
care are cost, quality and access (Kronenfeld, 1993). One
 
of the three'elements, quality, is especially important,
 
because it includes structure, the basic framework in which
 
professionals practice; process, meaning that the proper
 
services are provided in the right way; and outcomes, which
 
reflect results of the care. Providing consumers with
 
information is ah essential part of health care quality
 
improvement. This should include patient assessments,
 
outcomes of treatments, and other quality indicators
 
(Eisenberg, 1998).
 
Due to the recent influx of managed care HMOs on the 
East Coast, there are now Over 56 million members 
natiohwide. Managed care has also been part of governmental 
discussions on ways to cut Medicare and Medicaid spending 
(Pisano, 1998). Managed care has become the answer to the 
crisis of cost containment with health care services (Owens, 
1996)- ' ■ ^ 
Because HMOs have taken the lead in developing managed
 
health care health plans and procedural requirements, others
 
have incorporated the managed health care plan management
 
benefits into their systems (Cafferky, 1995; Owens, 1996).
 
HMOs are legal entities that combine insufcance reimbursement
 
with the delivery of health care services. An HMO assumes
 
financial and service delivery responsibility for a specific
 
number of people, for a period of time, for a fixed price.
 
Members are commercial populations (employed individuals,
 
Medi-Cal and/or Medicare beneficiaries). Unlike traditional
 
insurance, most HMOs provide the health care rather than
 
just make payments to health care providers. HMOs may have a
 
variety of relationships with hospitals and physicians.
 
Because HMOs integrate health care providers with payment
 
  
for services, their aim is to provide better access to the
 
health care delivery system in a more cost-effective manner.
 
HMOs also provide preventive care, which increases the
 
chances of early detection that ultimately reduces the costs
 
of care (Nieds, 1995; Owens, 1996).
 
It is important to note that there is a difference in
 
benefit packages offered between federally qualified and
 
state-licensed HMOs. Federally qualified HMOs are mandated
 
to include in their health care plans, physician care,
 
emergency care, hospital care, alcohol and drug
 
rehabilitation, mental health services, lab and radiology,
 
home health care, health evaluations for adults and
 
preventive immunizations, and well-child care services. This
 
has a direct impact on social work, as the state-licensed
 
HMOs are not required to provide the same benefits as the
 
federally qualified HMOs. The inclusion or exclusion of
 
ancillary services (i.e., mental health, substance abuse,
 
dental, vision care, chiropractic, etc.) is at the
 
discretion of the individual state-licensed HMO (Cafferky,
 
1995; Owens, 1996).
 
The primary differences in managed health care plan 
options are:. ■ . ■ ■ . : 
•	 Number of choices consumers have for physicians and
 
hospital providers,
 
• Co-payment amounts and/or deductibles.
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•	Amount of control health plan has over types of
 
services offered to consumers,
 
•	 Amount of control health plan has over costs,
 
•	HMO location of providers, and
 
•	 Provider relationships with other providers and
 
health plan (Cafferky, 1995).
 
Presented below are brief descriptions of the types of
 
managed health care organizations that give credence to the
 
complexity consumers are faced with when trying to choose
 
and understand a managed health care plan are presented
 
belowrf?^ Any managod^ organization can be called
 
an HMO if it has received its Knox-Keenelicensure through
 
the Statei of California (Health Care Service Plans, 1976).
 
: 1. Staff Model HMO - employs physicians who are
 
salaried employees of the HMO. The HMO owns the
 
facilities where the physicians practice. This model
 
.	 exercises a high degree of control over what is
 
allowed and not allowed, and the do's and don'ts of
 
the providers. It also provides a centralized point
 
or one-stop shopping for services. This is good
 
practice in urbanized areas but is limited on its
 
usefulness in rural areas. Examples of Staff Model
 
HMOs are CIGNA Health Plan, Group Health Association
 
in Washington, D.C., and Harvard Community Health
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Plan in Massachusetts (Cafferky, 1995; OwenS,
 
■1996, ) .■ ■ , . 
2. Group Model or Exclusive Provider Model (EPO) ­
contracts, with a multi-specialty group of physicians 
to provide health services. If it is a " closed" ^ 
group model, such as Kaiser Foundation Health Plan, 
then the providers serve exclusively the HMO 
beneficiaries at a specific hospital. If it is not 
" closed" then the Group Model can serve other types 
of health insurance employees. The HMO pays the 
group, rather than the individual physician, for 
services rendei^ed. This type can partner .with other 
HMOs, and has its own controls over internal 
utilization managements An example is Marshfield 
. 	Ciinic in Wisconsin (Cafferky, 1995; Owens, 1996; 
Bruno, 1998) . This is similar to the Staff Model in 
that it tries to be centralized. 
3. Network Model HMO - Gontracts with medical groups 
spread out over wide geographic regions. The 
medical groups are independent and can be multi-
specialty or single specialty groups depending on 
the needs of the consumers in those regions. This 
model usually has a larger list of physicians from 
which to choose, and the models can be different 
from one region to another. An example is Health 
13 
insurance Plan of New York (Cafferky, 1995; Owens,
 
1996; Bruno, 1998).
 
4. Independent Practice Association (IPA) HMO ­
contracts with an association of physicians in
 
private practice (some solo practitioners, some
 
groups) to provide care to HMO members. An IPA can
 
be specialty-group-based, community-based, or
 
hospital-based. Reimbursement goes to the IPA that
 
pays the primary care physicians on a capitated rate
 
and specialists by an acceptable " usual and
 
customary" fee schedule. An example is PacifiCare
 
of Southern California, Aetna Health Plan of
 
Southern California, and Inland Empire Health Plan
 
of San Bernardino and Riverside Counties (Cafferky,
 
1995; Owens, 1996; Bruno, 1998).
 
5. Point Of Service (POS) HMO - allows members to use
 
any physician or hospital inside or outside the
 
service network. Members pay higher monthly
 
premiums, co-payments, and have higher deductibles.
 
Sometimes POSs are called " open-access or " open-

ended" to allow consumers more flexibility.
 
6. Direct Contract Model - direct relationship with
 
individual physicians to contract for services. This
 
model increases the range of choices and geographic
 
coverage for members. The HMO has less control over
 
the provision of services, and since the physicians
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 don't have an organized method of monitoring the use
 
of services, the HMO must handle this function ,
 
'(Cafferky, 1995).;'
 
7. Group Practice Without Walls Model (GPWW) - each
 
individual physician contracts with the HMO entity
 
for the provision of services to a defined set of
 
members. Physicians negotiate their own contracts
 
with the HMO and remain totally autonomous. This
 
group arrangement is created for administrative and
 
management cost sharing among the physicians. It is
 
not for the purpose of contracting for managed care
 
like the IPA-HMO model (Owens, 1996)
 
8. Physician-Hospital Organization Model (PHO)- this is
 
a joint venture entity for the purpose of
 
integrating services, management, and facilitating
 
the contract with the HMO. The strength of this
 
model is that it improves cost-containment through
 
resource management, shares the financial risk,
 
improves relationships between physicians, hospitals
 
and staff, and allows physicians access to hospital
 
equipment, while still maintaining reasonable
 
autonomy (Owens, 1996).
 
9. Managed Services Organization Model (MSO)- a legal
 
body composed of an integrated network of providers
 
that is responsible for the provision of a number of
 
administrative services associated with the managed
 
 care organization. It provides representation of a
 
health care entity, without the membership
 
restrictions of a more formalized group arrangement
 
(Owens, 1996).
 
10. Preferred Provider Organization (PPO) - An entity
 
that seeks a 15-30% discount from the providers. A
 
PPO acts as a broker between the providers and the
 
- payer. PPOs establish and maintain a network of
 
physicians and hospitals that are willing to provide
 
care to insurance plan members at a discounted fee.
 
PPOs are still very popular in America, even with
 
HMOs gaining. They usually offer a wider choice, of
 
physicians, but have much less control over how and
 
what services the members use. PPOs usually have a
 
deductible before they-begin to pay, and then will
 
usually only pay a percentage of the bill, with the
 
consumer paying the remainder. This is called co
 
insurance. Unlike HMOs, PPOs are not responsible for
 
both the financing and delivery of health care
 
services (Cafferky, 1995; Nieds, 1995).
 
11. 	Integrated Delivery Systems (IDS) - organizations
 
that ovm most of the companies needed to finance and
 
deliver health care services. A fully integrated
 
system has a computer network that links every
 
provider of care> so that they have all needed
 
information about a member at a touch of the key.
 
staff and Group models come the closest to being
 
integrated systems. An example is the Health
 
Alliance Plan in Detroit, Michigan (Cafferky, 1995).
 
12. 	Specialty Health Maintenance Organization - This
 
is not technically an HMO because it does not meet
 
the criteria; however, it was created for the
 
provision of specialty services such as mental
 
health or dentistry. This is an additional service
 
that many organizations include so that members may
 
have a full array of health care services (Owens,
 
1996).
 
13. 	Fee-For-Service Organizations - the traditional
 
payment method whereby patients pay doctors,
 
hospitals, and other providers for services rendered
 
and then bill private insurers or the government
 
(Shulman, 1998).
 
14. 	Social Health Maintenance Organizations (S/HMO) ­
a single organizational structure that is
 
responsible for a comprehensive package of
 
integrated acute and long-term care services for
 
Medicare beneficiaries. The federal Health Care
 
Financial Association's (HCFA) four original S/HMO
 
demonstration projects (Kaiser, Portland, Oregon;
 
Group Health and Ebenezer Society, Minneapolis-St.
 
Paul, Minnesota; Metropolitan Jewish Geriatric
 
Center, Brooklyn, New York; Senior Health Action
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 Network (SCAN), Long Beach, California) were built
 
based on an insurance model of spreading risk, and
 
; in order to ensure viability, those sites were
 
allowed to limit (by queuing) the number of new
 
enrollees who needed assistance with one or more
 
Activities of Daily Living (ADLs). The long-term
 
care benefit is available to those who meet nursing
 
home certification standards or are at risk of
 
institutionalization, and is capitated at $7,500 to
 
$12,000 per year, depending on the site. The long­
term benefit is arranged through a case management
 
system. The original sites received capitated
 
Medicare payijaents equal: to the AAPCC plus the
 
nursing home rate for enrollees who are nursing home
 
certifiable and a lower rate for those who are not.
 
S/HMOs may charge premiums and co-payments, which
 
are paid by the ehrollees or, if dually eligible, by
 
Medi-Cal. The four priginal sites had a risk sharing
 
arrangement with HCFA (Medicare) for the first
 
thirty months of operation and assumed full risk
 
after that (Harrington & Newcomer, 1993).
 
The balanced Budget Act of 1997 created a series of new
 
options for Medicare beneficiaries to consider when choosing
 
health services. The new Medicare+Choice offers preferred
 
provider organizations (PPOs), provider sponsored
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organizations (PSOs), private fee-for-service Organizations
 
(PFFs), and medioal savings accounts (MSAs) (Shulman, 1998)
 
Provider Sponsored Organizations (PSOs) are owned and
 
operated by the physicians and hospitals that provide
 
services to Medicare beneficiaries (Shulman, 1998). Private
 
Fee-For-Service Plans (PFFs) contract with Medicare to
 
provide services to Medicare beneficiaries, but can set
 
their fee up to 115% of the plans' fee schedule (Shulman,
 
1998). The personal Medical Savings Accounts (MSAs) provide'
 
thousands of dollars in tax-free accounts for the purchase
 
of health insurance policies~from private companies.
 
Further, for the first time since the 1965 enactment of
 
Medicare, physicians can enter into private contracts with
 
beneficiaries, regardless of the rates set by Medicare or
 
the balance-billing limits (Shulman, 1998).
 
METHODOLOGY
 
Research Purpose and Design
 
The purpose of this exploratory study was to examine
 
San Bernardino County employees' knowledge about the
 
limitations and provisions of their managed health care
 
plans. It is vital that social service practitioners explore
 
the complexities of the managed health care organizations
 
described in the literature review, because they address
 
those provisions and/or limitations when they provide
 
services to their clients. It is from this foundation that
 
the study was based, with the hope that the knowledge
 
■ . 19 ■ • ­
learned would assist' social service practitioners in
 
adapting the services they provide to future clients.
 
The orientation' selected for this study utilized a
 
positivist's approach. This paradigm was chosen for its
 
objective approach to scientific inquiry and presumes that
 
the researcher's own values and biases would hot
 
contaiminate or convolute the findings. The study looked at
 
the extent to which San Bernardino County employees
 
understood the limitations and provisions of their managed
 
health care plans, using survey questionnaires.
 
This study's research question was "How knowledgeable
 
were San Bernardino County employees about the limitations
 
and/or provisions of their managed health care plans?" it
 
was hoped that by addressing the lack of knowledge that San
 
Bernardino County employees have about their own managed
 
health care plans there would be a subsequerit increase in
 
employee knowledge and a subsequent increase in knowledge
 
about the managed health care plans of the clients they
 
serve. This would ultimately increase the quantity and
 
quality of services to the clients.
 
Sample, Data Collection, and Procedures
 
A convenience sample, of 52 available Sah Bernardino
 
County employees was studied by administering face-to-face
 
questionnaires. The questionnaires used standardized,
 
closed-ended questions that included demographic information
 
on participants' gerider, marital status, nuiriber of children,
 
20. , "v.v ­
County classification unit, region where,they lived, and
 
name of their managed care plan (see Appendix H). In
 
addition, the employees varied in ethnicity, age, and
 
departments where they worked. The purpose was to gather
 
totally unbiased information to study.
 
The following questions were asked about insurance
 
coverage, along with specific questions relevant to each
 
area:(1) Do you have vision care coverage? (2) Does your
 
plan pay pharmacy charges? (3) Does your plan cover
 
counseling services? (4) Does your plan cover emergency
 
transportation? (5) Is there a lifetime maximum amount your
 
insurance plan with pay? (6) Does your health plan pay for
 
out-of-state emergency services? (7) Does your health plan
 
pay for out-of-state regular doctor visits? (8) Does your
 
insurance cover out-of-Country medical treatment?
 
The eight closed-ended questions were exhaustive and
 
mutually exclusive and used the following nominal
 
measurements: yes, no, don't know, and not applicable.
 
Each interview was conducted individually, in a private
 
office, consisting only of the participant and the
 
researcher. Participation in this study was voluntary, and
 
participants were given the option to discontinue the
 
interview at any time during the process. All 52
 
participants completed their interviews. At the start of
 
each interview, the participant was given a consent form to
 
read and sign (See Appendix E), and the project was briefly
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explained, confidentiality guaranteed, and any questions
 
answered. Although the questionnaires were not time-limited,
 
none took longer than 45 minutes to administer. Using the
 
predetermined questions enabled the researcher to make :
 
observations and manually record additional information
 
shared by the participants. At the end of each interview,
 
the participants reviewed the written information and
 
received a debriefing statement (See Appendix F).
 
The strengths of this instrument were its conciseness,
 
and simplicity. Because this was the first use of the
 
questionnaire, the limitations were lack of reliability and
 
small sample. Reliability addresses consistency of answers
 
tp a.n instriiment across time and across similar populations.
 
yalidity addresses the extent to which an instrument
 
actua;lly measures what it prdposes to measure. While the
 
data collected were valid, for reliability a larger sample
 
equally representing the demographic variables would need to
 
be conducted.
 
RESULTS
 
Demographic Data
 
Univariate analysis was used to determine the
 
distribution of results. Demographic factors including
 
gender, social status. County classification unit, type of
 
insurance, and region of residence were reported.
 
Of the 52 available respondents who personally
 
completed the survey, 9 (17%) were male and 43 (83%) were
 
  
female. The majority of respohdents, 38 (73%) reported
 
residing in the East Valley, 7 (14%) resided in the West
 
valley, 3 (5%) in the High Desert, 2 (4%) In the Mountains,
 
and 2 (4%) did not respond (see table 1).
 
."Table.'l.'
 
Region of Residence Frequencies
 
Valid 
Frequency Percent Percent 
Valid . High Desert 5.8 6.0 
Mountains - 2 3.8 4.0 
West Valley 13.5 14.0 
East Valley 38 " 73.1 76.0 
Total l.::.,/! . 50 96.2 100.0 
Missing System ■ 2 3.8 ; ■ 
Total 52 ■ 100.0 
■ Classification units rangeci from 15 (29%) in the 
Professional unit, 11 (22%) in the Administrative and 
Clerical units, 8 (15%) in the.Technical/Inspection unit, 5' 
(10%) in the exempt unit, 1 (2%) in the management unit, and 
1 (2%) did not respond as seen in table 2. 
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Table 2.
 
County Classification Unit Frequencies
 
Valid
 
Frequency Percent Percent
 
Valid 	 Clerical 11 21.2 21.6
 
Technical/ 8 15.4 15.7
 
Inspection
 
Admin. Services 11 21.2 21.6
 
Management 1 1.9 2.0
 
Professional 15 28.8 29.4
 
Exempt 5 9.6 9.8
 
Total 51 98.1 100.0
 
Missing 	System 1 1.9
 
Total	 52 100.0
 
The majority of respondents reported to have Kaiser
 
Insurance 22 (42%) and 14 (27%) reported Aetna ChoiceWize.
 
Aetna Select Choice was third with 10 (19%), Blue Cross PPO
 
was fourth with 3 (6%) and Aetna ChoiceWize + Kaiser, Blue
 
Cross HMO and Blue Cross FFS equally had 1 (2%), as seen in
 
table 3.
 
Table 3.
 
County Insurance Plan Frequencies
 
Valid
 
Frequency Percent Percent
 
Valid Aetna Select
 
Choice 10 19.2 19.2
 
Aetna
 
ChoiceWize 14 26.9 26.9
 
Kaiser 22 42.3 42.3
 
Aetna ChoiceWize
 
+ Kaiser 1 1.9 1.9
 
Blue Cross HMO 1 1.9 1.9
 
Blue Cross PPO 3 5.8 5.9
 
Blue Cross FFS 1 1.9 1.9
 
Total	 52 100.0 100.0
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The majority of 	 24 (46%) reported being
 
married with children, 11 (21%) reported being single, 8
 
(15%) reported being single female with children, 5 (10%)
 
reported being single male with children,, 3 (6%) reported
 
being married without children, and 1 (2%) did not respond
 
(see table 4).
 
Table .4.
 
■ Social Status Frequencies 
Valid
 
Frequency Percent Percent
 
Valid Single 11 21.2 21.6
 
■	 Single female 
With children 8 15.4 15.7 
Married without 
Children 5.8. .. . 3
 5.9
 
Single male with
 
,	 Dependent children 5 9.6 9.8
 
Married with
 
Children 24 26.2 47.1
 
Total 51 98.1 100.0
 
Missing System , 1 1.9
 
Total. ■ ' : 52 100.0
 
Based on the sample population studied, the typical
 
respondent was a prbfessional female, living in'thO vEast
 
Valley, and was married with children. This indicates there
 
were a disproportionate number of respondents who were
 
female and lived in the East Valley.
 
Survey Responses
 
The data gathered revealed that virtually everyone had
 
some knowledge of;the limitations and provisions of their
 
vision care plans, pharmaceutical services, and out-of-state
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emergency medical care. The majofity also reported they knew
 
their plan offered cdunseling services 41 (79%), but did not
 
know if there was a limit to the number of counseling
 
sessions or if a co-payment, was required. The areas of
 
coverage the respondents seldom understood were if emergency
 
air transportation was provided 39 (75%:)|, if there was a
 
limit on distance for emergency transportation 38 (73%), and
 
if there was a co-payment for emergency transportation 33
 
(64%) (See Appendix; A).
 
More than 50% of the respondents did not know if their
 
health care plan provided coverage if they traveled out of
 
the United Stat 32 (62%). They also did not know if their
 
family members had the same coverage 31 (60%), or if the
 
rimitations 37 (71%) and/or provisions 37 (71%) were the
 
same as in the United States (See Appendix B).
 
Bivariate analyses were performed using cross-

tabulations, Chi-Square, and due to the small sample,
 
Fisher's Exact tests. The analysis determined whether there
 
were differences in health care knowledge between men and
 
women, employee classification unit, employee social status,
 
type of insurance and region of residence. ^
 
When the data were collapsed, the Fisher Exact tests
 
revealed two potential trends. The first trend showed a
 
significant relationship between the knowledge that ;
 
employees with children had about their health care
 
provisions and limitations versus those without children
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(See Appendix C). The second trend revecaled a significant
 
relationship between the knowledge that married employees
 
had about their health care provisions and limitations
 
versus single emplpyees (See Appendix D). Further, the
 
employees with children knew more about their insurance
 
coverage than married employees.
 
DISCUSSION
 
This study asked " How knowledgeable were San
 
Bernardino County employees about the limitations and/or
 
provisions of their managed health care plans?" The
 
findings indicated that most employees had some knowledge
 
about their vision Pare plans, pharmaceutica.1 services, out­
of-state emergency toedieal care and counseling services.
 
However, they were hot knowledgeable about the,limitations
 
and/or provisions of all most of their health care services
 
The study also revealed two trends that indicated
 
employees with children and married employees were most
 
knowledgeable about their managed health care plans.
 
Additionally, it indicated that more;than 50% of the
 
respondents were not knowledgeable about health coverage out
 
of the United States for themselves or their family members.
 
It did not surprise the researcher to discover that
 
employees with children were more knowledgeable about their
 
managed health care plans. However, the overall knowledge
 
that employees had about their managed health care plans was
 
not anticipated.
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since the literature review stated there have been no
 
studies conducted:that examine cdnsumerh' knowledge of their
 
managed health care plans, the researcher was unable to make
 
a comparison with this study. However, prior California
 
Governor Pete Wilson sighed a bill (.AB 607) into law.that
 
mandates a uniform disclosure from health care providers to
 
ensure that consumers can easily understand the provisions
 
and limitations of their health care plans. While this is a
 
step in the right direction, much more education is needed.
 
Given the limitations of this study, the
 
disproportionate number of respondents who were female and
 
lived in the East Valley, and the small sample size, for
 
reliability a larger sample equally representing the
 
demographic variables would be needed. This provides
 
dpportunities for future research. Other avenues for
 
research include an analysis of the County's hidding process
 
for health care providers, and an es^^tiination to determine
 
if the health care plans are geared more toward those
 
employees with families as opposed to those without
 
children.
 
It is the researcher's hope that this study has shed
 
some light on the knowledge that San Bernardino County
 
employees have of their managed health care plans, and what
 
types of additional education might be appropriate. From a
 
macro perspective the implications for social work are in
 
the policy arena where this study was focused. Making the :
 
enrollment packages more user friendly by putting exclusions
 
up front in large print instead of at the back in small 
print would certainly assist the employees in selecting a 
plan._ Additionally, updates to changes included in quarterly 
leave and earning statements would heighten employee 
awareness. ■ 
Furtherinore, it is the researcher's desire that the
 
findings from this study will be generalized to employees
 
and administrators in this county and considered for future
 
analysis. Ultimately, the researcher hopes that those
 
employees who work in the social services arena will become
 
more aware of their own managed health care plans and will
 
in turn, assist the clients they serve to better understand
 
the limitations and provisions of their health care plans.
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APPENDIX A Emergfenqy Transportation.Frequencies
 
Is Emergency Air Valid Cumulative 
Transportation Frequency Percent Percent : Percent 
Covered 
Valid N/A 2 3.8 3.8 3.8 
Yes 8 15.4 15.4 19.2 
No ■. ' ■3. 5.8 5.8 25.0 
Don't Know 39, 75.0 75.0 100.0 
Total 52 100.0 100.0 
Are There Distance 
Transportation 
Limits 
Valid N/A 3 5.8 5.8 5.8 
Yes 7 13.5 13.5 19.2 
No 4 7.7 7.7 26.9 
Don't Know 38 73 .1 73 .1 100.00 
Total 52. 100.0 100.0 
Is There 
Transportation 
Co-payment 
Valid N/A 1 1.9 1.9 1.9 ' 
Yes 12 23.1 23 .1 25.0 
No 13 25.0 25.0 50.0 
Don't Know 26 50.0 50.0 100 .0 
Total 52 100.0 100.0 
3 0 
APPENDIX B: Out-of-Country Medical Care Frequencies
 
Is There Out-of- Valid Cumulative 
Country Medical Frequency Percent Percent Percent 
Treatment 
Valid N/A 1 1.9 2.0 2.0 
Yes 15 28.8 29.4 31.4 
No 3 5.8 5.9 37.3 
Don't 32 61.5 62.7 100.0 
Know 51 98.1 100.0 
Total 1 1.9 
Missing System 52 ICQ.0 
Total 
Family Same Svcs. 
Valid N/A 8 15.4 16.7 16.7 
Yes 8 15.4 16.7 33.3 
No 1 1.9 2.1 35.4 
Don't 31 59.6 64.6 100.0 
Know 48 92.3 100.0 
Total 4 7.7 
Missing System 52 100.0 
Total 
Are There 
Exclusions 
Valid N/A 2 3.8 3.9 3.9 
Yes 8 15.4 15.7 19.6 
No 4 7.7 7.8 27.5 
Don't 37 71.2 72.5 100.0 
Know 51 98.1 100.0 
Total 1 1.9 
Missing System 52 100.0 
Total 
Are There 
Provision Limits 
Valid N/A 2 3.8 4.0 4.0 
Yes 7 13.5 14.0 18.0 
No 4 7.7 8.0 26.0 
Don't 37 71.2 74.0 100.0 
Know 50 96.2 100.0 
Total 2 3.8. 
Missing System 52 100.0 
Total 
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APPENDIX C: with versus Without Children Projections
 
Vision care coverage * with or without chiid
 
Crosstab
 
with orwithout child
 
without 
child with child Total 
Vision care Know count 11 36 47 
coverage %within Vision­
23.4% 76.6% 100.0% 
care coverage 
%within with or 
without chiid 78.6% 100.0% 94.0% 
Don't Know Count 3 3 
%within Vision 
100.0% 100.0% 
care coverage 
%within with or 
without child 21.4% 6.0% 
Total Count 14 36 50 
within Vision 
28.0% 72.0% 100.0%' 
care coverage 
%within with or 
without child 100.0% 100.0% 100.0% 
Chi-Square Tests
 
Asymp.
 
Sig. ExactSig. Exact Sig.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson cni-tiquare 8.207" 1 .004
 
Continuity Correction^ 4.847 1 .028
 
Likelihood Ratio 8.149 1 .004
 
Fisher's ExactTest .019 .019
 
Linear-by-Linear
 
8.043 1 .005
 
Association
 
N ofValid Cases 50
 
a. Computed only for a 2x2table
 
b.2cells(50.0%)have expected coiint less than 5.The minimum expected countis.84.
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Counseling limited * with or withoutchiid
 
Crosstab
 
with or without child
 
without 
child with child Total 
counseling Know couni 3 25 28 
limited %within 
Counseling limited 10.7% 89.3% 100.0% 
%within with or 
without child 
23.1% 73.5% 59.6% 
Don't Know Count 10 9 19 
%within 
Counseling limited 52.6% 47.4% 100.0% 
%within with or 
without child 
76.9% 26.5% 40.4% 
Total Count 13 34 47 
%within 
Counseling limited 27.7% 72.3% 100.0% 
%within with or 100.0% 100.0% 100.0% 
without child 
Chi-Square Tests
 
Asymp.
 
Sig. Exact Sig. Exact Sig.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson uni-bquare 9.940" 1 .002
 
Continuity Correctiona 7.955 1 .005
 
Likelihood Ratio 10.078 1 .002
 
Fisher's ExactTest
 .003 .002
 
Linear-by-Linear
 9.728 1 .002
 
Association
 
N ofValid Cases 47
 
a. Computed only for a2x2table
 
b.0cells(.0%)have expected countless than 5.The minimum expected count is 5.26.
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Out-of-state emergency * with or without child
 
Crosstab
 
with or without child
 
without 
child with child Total 
uut'Ot-state ^now (jount 7 33 40 
emergency %within Out-of-state 
17.5% 82.5% 100.0% 
emergency 
%within with or 
withoutchild 53.8% 91.7% 81.6% 
Don't Know Count 6 3 9 
%within Out-of-state 
66.7% 33.3% 100.0% 
emergency 
%within with or 
withoutchild 46.2% 
8.3% 18.4% 
Total Count 13 36 49 
%within Out-of-state 
26.5% 73.5% 100.0% 
emergency 
%within with or 
withoutchild 100.0% 
100.0% 100.0% 
Chi-Square Tests
 
Asymp.
 
Sig. ExactSig. ExactSig.
 
Value df (2-sided) (2-sided) (1-sided)
 
•"•earson uni-square 9.112" 1 .003
 
Continuity Correction® 6.764 1 .009
 
Likelihood Ratjo 8.141 1 .004
 
Fisher's ExactTest .007
 .007
 
Linear-by-Linear
 8.926 1 .003
 
Association
 
N ofValid Cases 49
 
a. Computed only fora2x2table
 
b. 1 cells(25.0%)have expected countless than 5.the mjnimum expected countis 2.39.
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Family prescription cQvered * with or withoutchild
 
vV-'Grpsstah
 
hamiiy prescription Know uount
 
covered %within Family
 
prescription covered
 
%within with or
 
withoutchjld
 
Don't Know Count
 
%within Family
 
prescription covered
 
%within with or
 
without child
 
Total Count
 
%within Family
 
prescription covered
 
%within with or
 
without child
 
Chi-Square Tests
 
Asymp. 
Sig. 
Value df (2-sided) 
"Pearson Cfu-Sqiiare 10.924" 1 .001 
Continuity Correction^ 5.377 .020 
Likelihood Ratio 7.923 1 ■ ■ .005 
Fisher's ExactTest 
Linear-by-Linear 10.629 .001 
Association 
N ofValid Cases 37 
a. Computed onlyfora2x2table 
b. ■" 
with ormthout child
 
without
 
child with child
 
4 3i
 
11.4% 88.6%
 
66.7% 100.0%
 
... . 2
 
100.0%
 
33.3%
 
6 31
 
16.2% 83.8%
 
100.0% 100.0%
 
ExactSig. ExactSig.
 
(2-sided) (1-sided)
 
' ■ ■ \ 
.023 .023
 
.32. 
Total
 
35
 
100.0%
 
94.6%
 
. 2
 
100.0%
 
5.4%
 
37
 
100.0%
 
100.0%
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APPENDIX D: Single versus Married Projections
 
Vision care coverage * singie or married
 
Crosstab
 
single or married
 
single married Total 
vision care Know count 22 25 47 
coverage within Vision 
46.8% 53.2% 100.0% 
care coverage 
%within single 
or married 91.7% 96.2% 94.0% 
Don't Know Count 2 1 3 
%within Vision 
66.7% 33.3% 100.0% 
care coverage 
%within single 
or married 8.3% 3.8% 6.0% 
Total Count 24 26 50 
%within Vision 
48.0% 52.0% 100.0% 
care coverage 
%within single 
or married 100.0% 100.0% 100.0% 
Chi-Square Tests
 
Asymp.
 
Sig. Exact Sig. Exact Sig.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson cni-bquare .446" 1 .504
 
Continuity Correction^ .005 1 .943
 
Likelihood Ratio .451 1 .502
 
Fisher's ExactTest .602 .469
 
Linear-by-Linear
 
.437 1 .509
 
Association
 
N ofValid Cases 50
 
a. Computed only for a 2x2table
 
b.2cells(50.0%)have expected countless than 5.The minimum expected count is 1.44.
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Counseling limited * single or married
 
Crosstab
 
single or married
 
single married Total 
uounseiing Know uouni 3 19 28 
limited %within 
Counseling limited 32.1% 67.9% 100.0% 
%within single or 
39.1% 79.2% 59.6% 
married 
Don't Know Count 14 5 19 
%within 
Counseling limited 73.7% 26.3% 100.0% 
%within single or 
married 60.9% 
20.8% 40.4% 
Total V Count 23 24 47 
%within 
Counseling limited 48.9% 51.1% 100.0% 
%within single or 
married 
100.0% 100.0% 100.0% 
Chi-Square Tests
 
Asymp.
 
Sig. Exact Sig. Exact Sig.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson uni-bquare 7.817" 1 .005
 
Continuity Correction^ 6.243 1 .012
 
Likelihood Ratio 8.069 1 .005
 
Fisher's ExactTest .008 .006
 
Linear-by-Linear
 
7.651 1 .006
 
Association
 
N ofValid Cases 47
 
a. Computed only for a 2x2table
 
b.0cells(.0%)have expected count less than 5.The minimum expected count is 9.30.
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Out-of-statefamily coverage*single or married
 
Crosstab
 
single or married
 
single married Total 
uut-ot-siate Know uount 16 14 40 
emergency vvithin Out-of-state 
40.0% 60.0% 100.0% 
emergency 
%within single or 
married 69.6% 
92.3% 81.6% 
Don't Know Count 7 2 9 
%within Out-of-state 
77.8% 22.2% 100.0% 
emergency 
%within single or 
married 30.4% 7.7% 18.4% 
Total Count 23 26 49 
%within Out-of-state 
46.9% 53.1% 100.0% 
emergency 
%within single or 
married 100.0% 100.0% 
100.0% 
Chi-Square Tests
 
Asymp.
 
Sig. Exact Sig. Exact Sig.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson Chi-Square 4.210" 1 .040
 
Continuity Correction^ 2.830 1 .093
 
Likelihood Ratio 4.369 1 .037
 
Fisher's ExactTest .064 .045
 
Linear-by-Linear
 
4.124 1 .042
 
Association
 
N ofValid Cases 49
 
a. Computed only fora 2x2table
 
b.2cells(50.0%)have expected countless than 5.The minimum expected count Is 4.22.
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Family prescription covered *single or married
 
Crosstab
 
single or married
 
single married Total 
hamiiy prescription Know uount H 24 35 
covered %within Family 
prescription covered 31.4% 68.6% 100.0% 
%within single or 
married 91.7% 
96.0% 94.6% 
Don't Know Count 1 1 2 
%within Family 
prescription covered 50.0% 50.0% 100.0% 
%within single or 
married 8.3% 
4.0% 5.4% 
Total Count 12 25 37 
%within Family 
prescription covered 32.4% 67.6% 100.0% 
%within single or 
rriarried 100.0% 100.0% 
100.0% 
Chl-Square Tests
 
Asymp.
 
Sig. ExactSig. Exact Big.
 
Value df (2-sided) (2-sided) (1-sided)
 
Pearson cni-bquare .298" 1 .585
 
Continuity Correction^ .000 1 1.000
 
Likelihood Ratio .280 1 .597
 
Fisher's ExactTest 1.000 .550
 
Linear-by-Linear
 
.290 1 .590
 
Association
 
N ofValid Cases 37
 
a. Computed only for a2x2table
 
b.2cells(50.0%)have expected countless than 5.The minimum expected count is.65.
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APPENDIX E: Informed Consent
 
You are being asked to participate in a study entitled,"An Exploratory Study of
 
San Bernardino County Employees'Knowledge Aboutthe Limitations and Provisions of
 
Their Health Care Plans." This study is being conducted by Faith Carter-Michaelson,a
 
Studentin the Master of Social WorkProgram,at California State University,San
 
Bemardino,(909/794-3832).Any questions orconcems about this study may be addressed
 
to Dr.Rosemary McCaslin,Faculty Supervisor in the DepartmentofSocial Work
 
(909/880-5507).
 
If you agree to participate in this study,you will be asked a series ofquestions
 
conducted in a face-to-face interview,with the researcher,thatshould take no longer than
 
one hour.The purpose ofthis study is to determine whatcountyemployeesknow aboutthe
 
limitations and/or provisions oftheir managed health care plans. Your participation is
 
voluntary and all information will be kept confidential and your identity will not be
 
revealed. You will be free to withdraw consent and to discontinue participation at any time.
 
Iunderstand the nature ofthis study and agree to participate.
 
Date
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APPENDIX F: Debriefing Statement
 
Thank you for your participation in this study on what County employees know
 
about the limitations and/or provisions oftheir managed health care plans.This study was
 
conducted by Faith Carter-Michaelson,studentin the Master ofSocial WorkProgram,at
 
California State University,San Bemardino(909/794-3832). Any questions you may have
 
in connection with this study orthe outcomes ofthe data collected may be addressed to the
 
researcher named above,orto Dr.Rosemary McCaslin,Faculty Supervisor in the
 
DepartmentofSocial Work(909/880-5501).
 
It is hoped that this study will assist leaders to increase the knowledge given to
 
Countyemployees about their health care plans. You mayrequest acopy ofthe study
 
results from Faith Carter-Michaelson at the end ofSeptember,1999.
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 APPENDIX G: Agency Approval Letter
 
BraraofSu^njwara jerryeaves
 
Olfluntjjflf^an Stntiiflitttja supehvisoh.fifth district
 
1 ^ ,I
 
( .UM MaNABIMMO f
 
December 10,1998
 
DR.ROSEMARY McCASLIN
 
DEPARTMENTOFSOCIAL WORK
 
CALIFORNIA SITE UNIVERSITYSAN BERNARDINO
 
5500 UNIVERSITYPARKWAY
 
SAN BERNARDINO.OA 92407-2397
 
RE: RESEARCH PROJECTBY FAITH CARTER-MICHAELSON
 
This letter serves as notification to the Department of Social Work at California
 
State University that Faith Carter-Michaelson has obtained consent from the
 
Board ofSupervisors,County ofSan Bernardino,to conductthe research project
 
regarding County employee knowledge Ofthe limitations and provisions provided
 
by their managed health Care plans. This letter also serves as notification to the
 
Department of Social Work that the Board of Supervisors, County of San
 
Bernardino, is giving consent to allow staff of the County of San Bernardino to
 
participate in this research project.
 
Chairman,Board ofSupervisors Date
 
- fir
 
fslame(printed) Date
 
JE:fcm
 
San Semardino County Governmenl Center • 3a5 Notlh Arrowhead Avenue,FiWi Floor•San Bernardino,CA 92415-0110•(909)387-4565• Fax(909)387-5392
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APPENDIX H: Questionnaire
 
Interview Questionnaire
 
As part of my graduate studies, I am conducting a research project on what County
 
empioyees know about their health care pian coverage. Your answers will be valuable in
 
determining if more in depth informational meetings regarding coverage need to be
 
conducted throughoutthe County.
 
THANK YOU FOR YOUR TIME.
 
Where do you live?
 
1. _High Desert(Victorville area) 2._ 
.Mountains
 
3. _Low Desert(Morongo Basin Area) 4._ .West Valley(Bloomington to Chino)
 
5. .East Valley(San Bernardino, Highland, Colton)
 
Please check the appropriate category:
 
1. Male 2. Female
 
Are you:
 
-.1. .Single 2. Singlefemale with children
 
3. _ .Married without chiidren 4. Single male with dependentchiidren
 
5. Married with chiidren
 
Please check your Countyclassification unit:
 
1. .Clerical 2. .Technical/Inspection
 
3. ^Administrative Services 4. .Management
 
5. Professional .Exempt
 
Piease check the type ofCounty insurance pian you have:
 
1. Aetna Select Choice 2. Aetna ChoiceWize
 
3. Kaiser 4. .Blue Cross HMO Network Option
 
5. _ Blue CrossPRO Network Option
 
6. Blue Cross Fee-For-Service
 
Please check the appropriate categoryfor the following questionsregarding your health care plan:
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MANAGED HEALTH CAREPLAN 
1. Dp you have vision care coverage? 
YES NO DON'T 
KNOW 
N/A 
A. Do you have a co-payment? 
B. Are members of yourfamiiy covered for vision care? 
2. Does your pian pay pharmacycharges? 
A. Do you have a co-paymentfor prescriptions? 
B. Doesthe pharmacy substitute generic drugs? 
0. Are yourfamiiy members'prescriptions covered? 
3. Does your pian cover counseiing services? 
A. Is there a iimit to the number ofsessionscovered? 
B. Do you have a co-payment? 
0. Are yourfamiiy memberscovered? 
D.Are they allowed the sarhe number ofsessions ae you? 
4. Does your plan coveremergencytransportation? 
A. Does it cover air transportation? 
B. Does it cover ambulance transportation? 
0. Is there a iimit to the distance for transportation? 
D. Do you have a co-payment? 
5. Is there a lifetime maximurri amount your insurance pian will 
Pay? 
6. Does your health pian payfor emergencyservices when you're 
out-of-state? 
A.Are yourfamiiy memberscovered for emergencytreatment 
when out-of-state? 
B. Is there a limit to the amount of emergency services 
that are covered? 
C. is there a co-payment? 
(■ 
7. Does your health pian pay for regular doctor visits when you're 
out-of-state? 
A. Are your family members covered for doctor visits when 
out-of-state? 
B. Is there a co-payment? 
8. Does your insurance cover medical treatment for you when 
you're out of the Country? 
A. Are the limitations the same as here? 
B. Are the provisions the same as here? 
0. Are famiiy members covered? 
D. Are the provisions and limitations the same for famiiy 
Members? 
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